MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND WELFA

DO NOT WRITE

A,

Registration Distriet No.

~62-027594

STATE FILE NUMBER

ON THIS STUB AMENDED —EEDAUG—R1982
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
VS 300 8 8. COUNTY Jeffers on a. STATE L{O b. Co';fgffers on admission)
Rev. 4/ 59 % b. Cé'l;’ (1f outside corporate limits, give TOWNSHIP only) Langth of stay in 1b €. COI'I;( * ] Inside Limits
w
2 Town Joachim Twp, 2 Mos, TOWN Vietoria Yo O No i
]ﬂ ‘5'0&3 < <. FULL NAME OF (If NOT in hospital, give location) Inside Limits d. STREET {If curside, give location) Roside on Farm
'-'_'-' HOSPITAL OR ADDRESS-
WSoo 4 |3 INSTIUTION TaPf, Memorial Hosp, |Y=O NX Gen'l Delivery Yes [] No D
3 3 HAME OF 'DE)CEASED First Middle Last 4. DOAFTE Month Day Yonr
ype or print
Christoff Henry Buss DEATH July 26 1962
4 0 5. SEX 6. COLOR OR RACE 7. Married [J- Never Married [J |8. DATE OF BIRTH | - AGE (last birthday) | [F UNDER 1 YEAR | IF UNDER 24 HR
5 2 W wWidowed X Divorced [ 192 /9 /79 82 Months | Days Hours Min.
10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11, BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
7] diring most of workipg life, if fetired)
6 S HonSt, ok Amer, Tel.& Tel. GCermany U.S.A,
7 2. 9 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
—nd .
P Unknown Unknown Frances Buss (Dec.)
) 15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SECURITY NO. 17. INFORMANT Address
L4 (Yes, no, or unknown) I(If yes, give war or dates of servi 4218 We %%mins ter Pl M
920/ Hlw f Vernon Buss, S§t, Louis, Mo,
E = 18. CAUSE OF DEATH (Enter only one cause per line INTERVAL BETWEEN
10 E PART |. DEATH WAS CAUSED BY: ONSET ?‘ID DEATH
o u z IMMEDIATE CAUSE (o) / RA B g Sy /(L,CMJ/‘ (!:(/LLA/UI (L
11 Q o
(S [a]
] 4
]2, 5 ﬁ =} Conditions, if. any, DUE TO (b) u/u(/{-at—"v ?/&MCLQ,C(J]/L/
-~ v "3 which gave rise to
ZIZ St the under y
By-0_ |- Iying  couse last. DUE TO [c)
% z PART tl. COTHER SIGHIFICANT CONDI'HONS CONTRIBUTING TO DEATH but not related 1o ths terminal PART lIl. If deceased was fernale wag
Q disesse condition given in PART | there a pregnancy in last 90 days
w L
2 g (Caneey a/vtau,éw Qe [OYes | QN | O unknow
g é 19. WAS AUTOPSY [ 20s. ACCWENT SUICIDE  HOMICID 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of infury in PART | or PART Il of item 18.)
2 Bl " a” o
4 ! c
= S| meTIMEOF W #honih, Day, Yoar
Z g 2 INJURY s
o g g p.m.
Z a 20d. INJURY OCCURRED 20e. PLACE OF INJURY (u.o.,. in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
o WHILE AT WORK [J farm, factary, strest, office bldg., stc.)
5 NOT WHILE AT WORK O3 -
> o Q o~ :
5 (&) E é 21. | attended the deceased from. : l iy 7‘2" /?dl to. and last saw malive on \r\/‘( Cu M) é
@ 3 o) Desth occurred at / b 2-} 14" m fdn the Hate stated above, and to the best of my knowledge Mrom the causes stated.
L 3 3 Ty {
g w o 5 2%a. SIGNATURE (Degre or ;(2 22 RESS ; 22¢. DA as; 0
ELE || g 7 7 1t i 5T
- v = .
i 23a. BURI(SALA{:R(E'MATfﬁN 23b, DATE 3: NAME OF CEMETERY OR CREMATORY 23d. Lm (City;own, or :u(mry) {Sfate) /
} o REMOV ;
g = 184 '7/50/62 Woodlawn Mo, —,
= L8 24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. 6, REG R'S SIGNATURE_
wi
= & 7. 1. Mothershead, DeSoto, Mo. | 7+ 3e- {\ &

{Liconsed Embalmet’s Staterment on Raverse Sids)

N C
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STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.

working under my personal supervision.

Student Signed

Signature of Student Embalmer

Licensed Embalmer Nc:\).j"-(-'é:> /
. P. O. Address LQ[ %’tj mor

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above. 4




